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Parents Dealing with Anorexia Nervosa: 
Actions and Meanings
Parents and AnorexiaA. Honey and C. Halse
ANNE HONEY and CHRISTINE HALSE
University of Western Sydney, Sydney, Australia
This paper examines parents’ actions in response to anorexia
nervosa, and how these are shaped by the ways they construct or
understand the eating disorder. The findings indicate that parents
try to influence their daughters by searching for help, providing
practical support, avoiding confrontation, complying with special
requirements, persuading, explaining, and pressuring, using ploys
and force, providing emotional support, and mediating interac-
tions. Parents’ actions are influenced by how they construct
anorexia, such as whether they see it as an eating issue, an illness,
a psychological problem, a choice, or a mystery. Understanding
parents’ actions and constructions can help clinicians develop
collaborative partnerships with parents.
This paper maps the range of actions that parents of adolescent girls use to
deal with their daughters’ anorexia nervosa (hereafter anorexia) and provides
a detailed description of one category of actions: “daughter directed activi-
ties.” It then explores a major influence on parents’ actions, their construc-
tions of anorexia. To date, parents’ actions in response to and constructions
of anorexia are virtually undocumented in eating disorders literature. Our
findings are based on the inductive analysis of in-depth interviews with par-
ents of girls who have a medical diagnosis of anorexia. Parents’ perspectives
on their actions provide valuable insight even though they might differ from
the perceptions of girls or other observers. As the primary caregivers of
adolescent girls, parents’ behaviors and actions offer an important resource
for assisting in recovery; ignoring the meanings and interpretations on
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which they base their actions is tantamount to “falsifying the behavior under
study” (Blumer, 1969, p. 3).
LITERATURE REVIEW
In clinical practice with young people with anorexia, parents are often
viewed as being an important influence on treatment outcomes (le Grange,
1999; Lemmon & Josephson, 2001; Nielsen & Bara-Carril, 2003). How parents
respond to anorexia is thought to influence its progress (Colahan & Senior,
1995) and there is increasing recognition that parents can be valuable
resources for helping with recovery (Eliot & Baker, 2000; Le Grange, 1999;
Lock, le Grange, Agras, & Dare, 2001). Sufferers also consider their families
to be potentially significant to recovery (Bell, 2003), and the demonstrated
effectiveness of family therapy as an intervention for adolescents with anor-
exia supports this idea (Eisler, le Grange, & Asen, 2003). Despite the clinical
and anecdotal evidence, relatively few studies have directly examined
parents’ influence on outcomes for anorexia. The existing literature is incon-
clusive as to whether family factors are statistically associated with treatment
outcomes in general (Steinhausen, 2002) or for adolescents in particular
(Bryant-Waugh, 1993; Bryant-Waugh et al., 1996; Hsu, 1996; Steinhausen,
1997). This may be because outcome research has typically involved assess-
ment with standardised instruments to measure family characteristics and
relationships rather than investigating the actions or strategies parents use to
try and help their children. A few studies have suggested that specific family
dynamics, such as expressed emotion and perception patterns of interper-
sonal behavior, may be related to outcomes for people with eating disor-
ders (e.g., Butzlaff & Hooley, 1998; Herzog, Kronmueller, Hartmann,
Bergmann, & Kroeger, 2000) and although the links with parents’ actions
are not specified, it is possible that these constructs may influence parents’
behavior toward their children.
The limited literature examining parents’ experiences of living with or
caring for a child who has anorexia suggests that parents are actively
involved in activities related to seeking, negotiating, and evaluating treat-
ment (McMaster, Beale, Hillege, & Nagy, 2004), altering their own ways of
interacting with the child (Hoskins & Lam, 2001), dealing with the child’s dif-
ficult behaviors and their own feelings of loss and guilt (Treasure et al.,
2001), trying to understand the illness (Ross & Handy, 1997), and rearranging
their other activities to fit in with caring for the child (Gilbert, Shaw, & Notar,
2000). This literature, however, tends to frame parents’ experiences in pas-
sive terms—the impact on parents or the difficulties parents face. Given the
increasing clinical recognition of the importance of parents to recovery, it is
surprising that only two studies have investigated parents’ active responses to
anorexia. In the first study, 59 patients were retrospectively rated by clinicians
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as to their parents’ ability to take charge of their child’s eating with the help
of family therapy. Parental firmness was found to be highly significant in pre-
dicting weight maintenance after discharge (Wood, Flower, & Black, 1998).
Specific strategies for being firm were not investigated, but examples were
provided, such as insisting that the child finish her meal and bringing her
back to hospital early from day leave if she refused to eat. The second study
investigated the strategies used by parents of girls who had recovered from
anorexia (Sharkey-Orgnero, 1999). The researcher identified the central pro-
cess of “awakening” and specified three phases that parents went through in
their quest to help their children—reacting, acting, and maintaining. A signifi-
cant gap in previous research is any current examination of the strategies
used by parents whose daughters are experiencing anorexia.
Another neglected area is parents’ constructions of anorexia, that is,
their beliefs about the eating disorder, the meanings they attach to it, and
the models they use to interpret the symptoms and behaviors associated
with it. In recent years there has been growing interest in sufferers’ con-
structions of anorexia (e.g., Malson, 1998), but little similar research could
be located for carers. In one study (Perednia & Vandereycken, 1989), stan-
dardised interviews were conducted with 15 parents, whose ratings of state-
ments about their interpretations of eating problems suggested that they
were most strongly constructed as an obsession or addiction that the daugh-
ter was unable to master; this was consistent with parents’ reactions, which
were found to be primarily empathetic, concerned, and worried rather than
confronting, controlling, and authoritarian. Lobban, Barrowclough, and
Jones (2003) reviewed research studies about the constructions of mental
illness held by relatives and carers, and argued that these could affect the
ways carers responded to the patients and, in turn, patients’ own illness
constructions. For instance, a number of studies suggested that relatives’
beliefs about mental illness affected the emotional climate within the home.
Evidence from physical health research indicates that carers’ constructions
also may influence patients’ adaptive outcomes (Lobban et al., 2003). Chesla
(1989) showed how illness models affect parents’ actions by describing four
distinct illness models evident from interviews with parents of people with
schizophrenia: strong biologic, rational control, normalizing, and survival-
through-symptoms. These models differentiated the aspect of the illness that
was most salient for parents and shaped the way parents cared for their off-
spring. For example, parents who subscribed to the normalizing, model
focused on their child’s ability to function and tried to provide environ-
ments that would maximize the child’s functioning, while those using the
survival-through-symptoms model were most concerned with their child’s
suffering, and tried to support the child in coping with the suffering. The
examination of parents’ constructions of anorexia and how these influence
their behaviors toward their daughters is important to increase knowledge
and understanding about parents’ active responses to anorexia.
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METHOD
Data for this paper was collected as part of a study entitled “Multiple Per-
spectives of Eating Disorders in Girls,” a multi-method research project
examining the experience of anorexia from the perspectives of adolescent
girls with anorexia and their parents. In-depth interviews were conducted
with 22 parents of girls and young women, aged 14–20 (mean age = 16.5
years), who had a diagnosis of anorexia and were currently receiving medi-
cal treatment. Length of illness ranged from a few months to nine years.
Participants were recruited through clinics in Sydney, Australia, and com-
prised 14 mothers and 8 fathers from 15 two-parent families.
In-depth interviews were conducted with participants. The average
interview was between 60 and 90 minutes, but they ranged from 30 minutes
to three and a half hours. The recursive model of interviewing (Minichiello,
Aroni, Timewell, & Alexander, 1990) was used in which interviews proceed
along the lines of a conversation. Although an interview guide was used to
address key areas of interest, parents were encouraged to talk about issues
and aspects of their experiences that they considered most important. Interviews
were recorded on audiotape and transcribed verbatim (pseudonyms have
been used throughout this paper). The interviews were analysed using
Grounded Theory Method (Glaser, 1998). This is a systematic method by
which concepts, models, and theory are developed from the data, and
which encourages researchers to set aside preconceived assumptions and
discover what is most important to participants. The NVivo computer
program (Qualitative Solutions and Research Pty Ltd, 1999) was used to
assist with coding and data management. Data analysis was performed con-
currently with data collection so that the emerging concepts could guide
further data collection. Codes were generated, modified, and grouped into
higher-level categories using constant comparative analysis (Glaser &
Holton, 2004).
FINDINGS
The following grounded theory was developed from the data. Parents of
girls with anorexia respond actively to their daughters’ condition by engag-
ing in three kinds of activities: daughter-directed, foundation, and parallel
activities.
• Daughter-directed activities are specifically designed to influence girls
(see discussion below).
• Foundation activities facilitate and support daughter-directed activities.
They aim to identify the “right” or “best” things to do for girls, and to
increase or maintain parents’ own ability to act. They include explanatory
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work, such as researching anorexia and seeking advice; attitude work,
such as trying to stay positive and addressing self-blame; and active
coping, such as using support and social networks and sacrificing or reor-
ganising other activities.
• Parallel activities are necessitated by the anorexia but not directly
designed to help girls. These include caring for siblings in the context of
anorexia in the family.
Parents’ constructions of anorexia affect the way parents interpret their
daughters’ actions and experiences and their beliefs about what is needed
for recovery. They are, therefore, a major influence on how parents behave
toward girls with regard to the anorexia.
Daughter-Directed Activities
Parents engaged in a wide range of activities that aimed to have a positive
impact on their daughters’ behavior, thoughts, emotions, treatment, and the
impact of the anorexia on girls’ lives. These aims often were interrelated, for
example, parents regarded girls’ thoughts and emotions as influencing their
anorexic behaviors. They also conflicted with each other at times. For exam-
ple, girls often had negative emotional responses to actions aimed at getting
professional treatment. Parents performed daughter-directed activities in
nine domains.
1. Many parents in this study had spent a great deal of time and energy
searching for help or trying to find effective professional treatment.
Parents found out about different treatment options through other
clinicians’ referrals, friends and acquaintances, eating disorders networks,
and their own research. They gave up on treatment options, and there-
fore continued the search, when girls refused to see particular practitio-
ners, when practitioners discontinued treatment because of girls’ refusal
to cooperate, and when parents’ saw treatment as unhelpful.
“The paediatrician has said,‘I think you should go and see this psychia-
trist or this dietician’ . . . and one hundred per cent of the time, she’s
gone for the minimum that she has to go and then she’s said, ‘I’m not
going back there it’s no good.”
2. Parents provided ongoing practical support, such as organising and
paying for treatment and transporting girls to appointments and clinics
in many different locations. Parents of schoolgirls organised and super-
vised schoolwork during absence from school, while those whose
daughters had left school supported them financially if they could not
work.
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“We take her . . . she wouldn’t really be up to getting herself here and
back, even though it’s only a short distance.”
“Now she just does Distance Ed[udcation] you see, so she has to have a
supervisor. Yeah, which is me.”
3. Parents often consciously ignored or tolerated girls’ deviant behaviors to
avoid confrontation, and generally felt it necessary to be careful about
what they said and did to avoid inadvertently upsetting their daughter.
“She gets fairly upset if you start talking about it. And I feel that, it would
probably only make matters worse.”
“You’re always careful what you said to her, what you did around her . . .
She’d snap your head off.”
4. Parents went to considerable lengths to comply with girls’ special
requirements. Most frequently this involved ensuring that girls had access
to the exact foods that they would eat in situations they found conducive
to eating. For example, parents provided very specific foods, adhered to
rigid meal routines, altered their own eating patterns and avoided situa-
tions that upset girls, such as restaurants. 
“You’d be shopping all over because we knew the supermarkets and the
shops that would have exactly the brands that she wanted, and it had to be
the same size. You couldn’t buy a bigger tin and cut the quantity in half.”
“I can’t do anything at a particular time because there’s this fear of it
being too close to when she’s got to have something to eat.”
5. At other times, parents tried persuading, explaining, and pressuring. For
example, they tried to encourage girls to eat more and to convince them
of the need for treatment, the seriousness of their situation, the reasons to
live and recover, and particular constructions of anorexia that they
thought would be helpful.
“She had to believe me more than she believed herself over the fact that . . .
she would not ‘balloon out’ and that it would not be detrimental to her to
eat.”
“We both, sort of, pressured her to try and eat, [to] improve her eating at
the dinner table, but that met with a lot of aggression.”
6. Parents also used ploys to try to influence their daughters, for example,
offering them rewards for putting on weight, or overtly watching them to
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encourage diet and exercise compliance. Other ploys included deception
and distraction, for example getting girls to the doctor on vague or false
pretences, and distracting girls during meal preparation with games or TV.
“I said, yeah, 45 kilos, that’s when you can start exercising—because she
likes tennis—and playing tennis again and not before.”
“I try to look for, high energy, calorie food for her. But I didn’t want her
to know what I’m doing.”
7. “Forcing” occurred when parents were able to influence girls’ behaviors or
get them to treatment against their will. Some parents were able to use
parental authority, such as being firm and insisting, to get their daughters’
compliance. Others used threats, including the threat of hospitalisation and
being placed under an external, legal guardian. Some parents used physical
barriers such as keeping food locked away and removing exercise equip-
ment. Physical force was occasionally and reluctantly used, for instance
physically removing a girl from the house. Forcing was possible only in lim-
ited circumstances and many parents felt powerless to force their daughters
to comply with their wishes, particularly with regard to eating.
“I said, ‘look, you know, you’re going into hospital, I’ve made the
decision’ and she went crook and I said, ‘look, I’m sorry, it’s not your
decision, it’s my decision.’”
“She took off behind my back didn’t she? Running down the corridor. So
I took off after her. . . I tackled her. And we got her back to the ward.”
8. Most parents considered providing emotional support an extremely
important role. This included providing reassurance and encourage-
ment (“you’re not fat;” “we’ll always be here for you;” “you can get bet-
ter”); encouraging daughters to talk about their feelings and problems;
demonstrating empathy, sympathy, and love; and spending time with
them. As part of providing emotional support, parents regulated what
girls saw of their own reactions and emotions. For example they tried
not to show anger or despair and to always appear confident and posi-
tive.
“I think really important is spend more time with her. And try to under-
stand her. And love her.”
“She’d be ringing me up, are you coming in to have lunch with me?
Please come in and have lunch with me. I’m so lonely . . . So I’d go in,
you know, twice a day on those days that I had off.”
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9. Lastly, parents tried to mediate girls’ experiences by influencing their
environments and interactions with other people. This included
advising others, like siblings, friends, and extended family, about
how to treat their daughter, such as showing a positive attitude or
not talking about food. Some encouraged the girls’ friends to support
and visit them or negotiated with schools to provide more supportive
environments.
“They’d ring Sophie in the hospital and try and psychoanalyse her . . .
and she finds this very distressing . . . So I just tell all my friends if you’re
going to ring Sophie don’t psychoanalyse her. Don’t even talk about the
disease.”
“I don’t know that Hannah is aware of our dealings with other people.
Just trying to say, ‘look stick it out, she’ll, we’ll, get there with it, she’ll
come back. Or she’ll get better and she’ll get over this and she still needs
that support.’”
Parents also tried to influence girls’ experiences with treatment by negotiat-
ing with health workers about treatment strategies and options, advocating
as to what girls wanted or thought, informing health workers about girls’
progress and behavior, and explaining issues from the parents’ point of
view. They also sometimes described having to “bite [their] tongue” and to
avoid criticising, complaining, or defying health professionals in the inter-
ests of ensuring treatment for their daughter. For example parents followed
orders and tolerated perceived threats, accusations, and disapproval, being
ignored and excluded, and being subjected to distressing “therapy” sessions
in the hope that their daughters might be helped.
“She relied on me to try and negotiate with doctors and things like that.”
“You know, we’d sort of put ourselves in the hands of the doctors then.
Obviously we hadn’t been able to fix the problem, so we had to hand her
over. And so part of that was putting up with whatever treatment we got.
We had to. We had to rely on them totally.”
There was a great deal of variation between parents as to how they
behaved in response to the anorexia. A major factor that appeared to affect
parents’ actions was their constructions or beliefs about anorexia.
Constructions of Anorexia
Parents expressed multiple constructions of anorexia and some articulated
apparently contradictory constructions, or reported that their constructions
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had changed over time. The ways that parents constructed anorexia influ-
enced how they interpreted their daughters’ actions and experiences, and
their ideas about what would help their daughter’s recovery, which in turn,
affected parents’ actions. While not providing an exhaustive list of construc-
tions of anorexia expressed by parents, the following section illuminates a
number of common constructions and illustrates how these affected parents’
actions.
A number of parents described their initial understanding of their
daughters’ anorexia as a simple eating issue, and responded with strategies
like larger serving sizes or pressuring girls to eat.
“The answer for us was simple, all she needed to do was start eating a
broad range of food, which is the average that you supply to them.”
This construction usually changed as parents found that their attempts to
help were ineffective, and as they learned more about anorexia.
At the time they were interviewed, most parents described anorexia as
an illness. As a consequence, parents regarded anorexia as the remit of
medical and health professionals such as doctors, dieticians, and psycholo-
gists. They consulted these professionals, and privileged the information
and advice they provided over that given by others.
“It’s like any other illness, like appendicitis, it’s a sickness and you’ve got
to seek help. But it’s just a sickness of the brain. So it’s got to be treated
with medicine, oh not with medicine, it’s got to be treated by the medical
profession.”
Constructing anorexia as an illness meant that parents did not consider their
daughters to be responsible for the anorexia or to blame for their difficult
behavior. They tried to be understanding, tolerated problems, and made
allowances for their daughter.
“We just avoided the issues that became too awkward . . . because we
could already see the sickness and the pain that she was in and we didn’t
want to cause any more.”
Parents sometimes found it difficult to distinguish which behaviors were
specific to the anorexia or to their daughter.
“At their age how do you balance what’s normal teenage, she’s a cow . . .
and [what is the anorexia]? What’s part of which? What do you make
allowances for and what do you not make allowances for? And that’s
been the hardest part, drawing the line in the sand and saying how
much do we take and where do we stop?”
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Some parents constructed anorexia as a purely biological or genetic illness
and this sometimes made them feel that they had little power to help their
daughters.
“There’s been various theories put through that it’s maybe hereditary . . .
And that sort of theory makes you feel that, well you can’t do much with
the psychology. Maybe some behavior . . . modifying techniques. But they,
they haven’t really worked very well.”
Others expressed the construction of anorexia as an addiction, or as a men-
tal illness, where girls’ thought processes were beyond their control and not
amenable to rational argument. Thus strategies like rationalising, explaining,
arguing, and persuading were seen as useless, and other strategies were
needed.
“You can reason with them for hours on end, but it’s not going to get
through to them. So I mean, it’s a mental illness, so you’ve just got to be
incredibly patient with them.”
“Once they’re in that cycle of not eating, they just can’t get out of it them-
selves . . . They really need to be forced.”
The idea of anorexia as a psychological problem, rooted in deeper emo-
tional issues, often coexisted with a physical/ biological construction. Par-
ents who constructed anorexia in this way provided as much emotional
support as possible, tried to enhance their daughter’s self-esteem, took their
daughter to psychologists and counsellors, avoided upsets, and encouraged
her to talk about her problems.
“We did try all sorts of other people in case there was someone she con-
nected with.”
Constructing anorexia as a biological or mental illness suggested that girls
lacked choice about anorexia, yet many parents concurrently held the
apparently contradictory idea that a girl had to “choose” to get well, and this
affected parents’ actions and interactions with girls. 
“The bottom line is that unless they want to—and I’ve, we’ve looked up
everything— unless they want help, it is really difficult. Helpless. Cause
there is nothing. You can only be there for support and keep pointing in a
direction to them.”
“When she was begging me to take her home the other day from hospital I
said, well, Angela, you knew this was going to happen. I tried to encour-
age you to eat but we can’t do anything at home any more. You’ve just
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got to go in there and do what the doctors say, and do the right thing.
You know, you wouldn’t change.”
Constructing anorexia as a choice meant that although health professionals
held jurisdiction over treatment, they often were not seen as responsible if
girls failed to recover. Some parents continued to use strategies that had
been ineffective in the past (e.g., persuading, explaining, and pressuring) in
the hope that the daughter had changed, and was willing to accept the help
or advice offered. Others tried to remove secondary gains that girls were
deriving from their illness (e.g., unlimited parental attention) in order to
encourage them to recover. The construction of girls as having a choice
about recovering is congruent with the addiction model, and influenced
parents’ choice of treatment options.
“At the moment, she’s actually seeing a hypnotherapist . . . It’s an addiction
like anything else and . . . there’s a couple of people that we know who
had smoking addictions who have gone to this man . . . So if he can work
on Renee’s mind to make her feel better about herself and not want to be
anorexic or bulimic, well, that’s fine with me.”
Some parents viewed and treated anorexia as a separate entity. This was a
conscious decision and a technique for dealing with the problem. This is
somewhat different to the illness construction, as an illness is still located
within a person, while the entity is personified as separate. One family, for
instance, referred to the anorexia as “the bitch.”
“Once you’re separate you can fight it. While you’re seeing it as being
one you can’t fight yourself . . . It made things here a lot easier because
once I could differentiate between the two of them; and then you would
say, is this you talking or her? . . . It made [for] a lot less confrontation.”
Separating the girl from the anorexia empowered parents to be kind to their
daughter but tough on the anorexia.
“We’ve got to be really hard . . . We’ve got to work together to try and get it
before it can come in the back door . . . you can see it in her head going,
‘oh, okay, well, we got away with it this time, we’ll just try it every other
time,’ you know.”
Most parents constructed anorexia as an unknown area, where every child
was different and there were no universal strategies or solutions. Although
doctors were often seen as experts, even they were not seen as having the
answers. Some parents felt they received insufficient, conflicting, or unhelp-
ful advice from clinicians, literature, and other sources, and had difficulty
knowing what to believe and, therefore, what to do.
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“It’s a very complex thing that no one really seems to understand, which
is . . . a bit of a source of frustration as well because there doesn’t really
seem to be any real understanding of how to cure this illness.”
“Kay cannot stand [the doctor] separating the anorexia from her because
whether or not it’s true, to her all she sees is her . . . I rang up the eating
disorder people on the phone and she said to me, ‘you must remember
that you don’t have your old Kay.’ I’m still not sure . . . I think it’s a men-
tal illness . . . I don’t believe you can cure mental illness by eating. But
that’s basically what they’re saying to us now with this new therapy, so if
you can cure whatever it is by eating, I don’t think it’s a mental illness . . .
we’re going back to the old days, that it’s just a naughty kid, and you’ve
just got to be fierce enough with them and they’ll get better.”
DISCUSSION
This paper provides a detailed description of the strategies parents use to
try to positively influence their daughters. A number of important areas for
future research into parents’ activities, the importance of which have previ-
ously been ignored, are apparent. More detailed research is warranted to
ascertain the extent to which different parents engage in different activities
and whether these can predict the illness pathway. It is possible that some
daughter-directed actions may be found to be more useful for girls of partic-
ular ages or at particular points in the illness trajectory. By specifying the
different strategies parents use it may be possible to measure the behavioral
impact of interventions, like family therapy, and to ascertain what action
patterns are linked to improvement over the long term. Parents’ actions not
only affect daughters, but also are likely to have an impact on other family
members and on parents’ subjective burden (Treasure et al., 2001). Research
is needed into how different strategies are linked to parents’ own peace of
mind and emotional well-being and how these affect their coping abilities.
Information about the impacts of various specific strategies, both on girls
and other family members, would provide parents with much sought-after
guidance.
The multiplicity of constructions of anorexia articulated by parents
reflects the many different ways it is conceptualised in the literature. Anorexia
has been conceptualised as a maladaptive solution to deeper emotional
issues (Bruch, 1978), a manifestation of negative mindset (Claude-Pierre,
1997), an attempt to exert control (Brown, 1990), and an unconscious pro-
test against patriarchal consumerist society (Bordo, 1993). It has been vari-
ously explained as a biological pathology, a genetic predisposition, an
affective disorder, and a cognitive dysfunction or deficit. Psychodynamic
and psychoanalytical theories, on the other hand, constitute anorexia as an
outcome of a variety of family problems, or as a “self-pathology” that is
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symptomatic of inadequate or unresolved psychosexual and ego develop-
ment (Malson, 1998). It is not surprising that parents commonly constructed
anorexia as a mysterious illness. A low level of “illness coherence” (Moss-Morris
et al., 2002)—the meta-cognition reflecting parents’ assessment of the coher-
ence and usefulness of their constructions—can cause frustration and confu-
sion, and may mean that parents’ actions are inconsistent because they are
not based on a coherent belief system. Indeed, it appeared from our data that
parents who expressed a strong belief in a particular model of anorexia were
more confident about their actions than those who were more unsure.
While parents’ constructions of anorexia were not fixed, they did have
models for making sense of new information. They may therefore reject or
mould incongruent information to fit this model and are unlikely to adopt a
clinician’s construction of the illness unquestioningly. As with mental illness
(Lobban et al., 2003), understanding parents’ beliefs about anorexia is likely
to be vital to successful clinical interventions with families. By explicitly
exploring the strategies parents use and the constructions that underpin
these, and by articulating the constructions underlying treatment, clinicians
can help to build a partnership with parents based on greater mutual under-
standing. Further research into parents’ constructions of anorexia and their
relationship to variables like parent actions and coping abilities, and girls’
clinical outcomes is warranted to identify the usefulness of particular
constructions. Our data indicated that, as part of explanatory and attitude
work (foundational activities), parents actively try to develop meanings and
attitudes that are helpful to them and to their daughters, so more informa-
tion about constructions that are likely to be most helpful would be of great
benefit to parents.
Despite increasing acknowledgment of the importance of parents to
the recovery of girls with anorexia, little research has examined the strate-
gies parents use to try to help their daughters. Daughter-directed activities
are not the only activities parents undertake in relation to anorexia (as
described above), nor are their constructions of anorexia the only factors
that influence their activities. Other factors, such as family circumstances,
roles, and relationships also warrant detailed elaboration and analysis, how-
ever this is beyond the scope of the current paper. Further research is
needed to investigate the activities and meanings of parents who were not
represented in this study—those who have sons with anorexia, are involved
with alternative care or no formal care for their daughters, and those who
live in alternative family structures such as single parent or blended families.
This paper addresses important gaps in both the eating disorders and
care giving literatures: the way parents actively respond to their daughters’
anorexia and how their actions are influenced by their constructions of
anorexia. Clinicians who wish to include parents as part of an integrated
treatment plan should explore and consider parents’ constructions of anor-
exia when negotiating treatment and management strategies.
D
ow
nl
oa
de
d 
by
 [D
ea
kin
 U
niv
ers
ity
] a
t 1
7:0
3 2
8 A
ug
us
t 2
01
1 
366 A. Honey and C. Halse
REFERENCES
Bell, L. (2003). What can we learn from consumer studies and qualitative research
in the treatment of eating disorders? Eating & Weight Disorders, 8, 181–187.
Blumer, H. (1969). Symbolic Interactionism: Perspectives and Method. New Jersey:
Prentice-Hall Inc.
Bordo, S. (1993). Unbearable weight. London: University of California Press.
Brown, C. (1990). The control paradox. In N. E. D. I. Centre (Ed.), Bulletin.
Toronto: Ontario Ministry of Health.
Bruch, H. (1978). The golden cage: The enigma of anorexia nervosa. Cambridge,
MA: Harvard University Press.
Bryant-Waugh, R. (1993). Prognosis and outcome. In B. Lask, & R. Bryant-Waugh
(Eds.), Childhood onset anorexia nervosa and related eating disorders (pp. 91–108).
Sussex: Psychology Press.
Bryant-Waugh, R., Hankins, M., Shafran, R., Lask, B., & et al. (1996). A prospective
follow-up of children with anorexia nervosa. Journal of Youth and Adoles-
cence, 25, 431–437.
Butzlaff, R., & Hooley, J. (1998). Expressed emotion and psychiatric relapse.
Archives of General Psychiatry, 55, 547–552.
Chesla, C. A. (1989). Parents’ illness models of schizophrenia. Archives of Psychiat-
ric Nursing, 3, 218–225.
Claude-Pierre, P. (1997). The secret language of eating disorders. Moorebank,
Australia: Bantam.
Colahan, M., & Senior, R. (1995). Family patterns in eating disorders: Going round
in circles, getting nowhere fasting. In G. I. Szmukler, C. Dare, & J. Treasure
(Eds.), Handbook of eating disorders: Theory, treatment and research (pp. 243–257).
Chichester, UK: John Wiley.
Eisler, I., le Grange, D., & Asen, E. (2003). Family interventions. In J. Treasure,
U. Schmidt, & E. van Furth (Eds.), Handbook of eating disorders  (2nd ed.,
pp. 291–310). Chichester, UK: John Wiley.
Eliot, A. O., & Baker, C. W. (2000). Maternal stressors and eating-disordered adoles-
cent girls. Family Therapy, 27, 165–178.
Gilbert, A. A., Shaw, S. M., & Notar, M. K. (2000). The impact of eating disorders on family
relationships. Eating Disorders: The Journal of Treatment and Prevention, 8, 331–345.
Glaser, B. (1998). Doing grounded theory: Issues and discussions. Mill Valley, CA:
Sociology Press.
Glaser, B., & Holton, J. (2004). Remodeling grounded theory.. Forum: Qualitative
Social Research, 5(2). Available: www.qualitative-research.net/Fqs-texte/2-04/
2-04glaser-ehtm.
Herzog, W., Kronmueller, K. T., Hartmann, M., Bergmann, G., & Kroeger, F. (2000).
Family perception of interpersonal behavior as a predictor in eating disorders:
A prospective six-year followup study. Family Process, 39, 359–374.
Hoskins, M. L., & Lam, E. (2001). The impact of daughters’ eating disorders in
mothers’ sense of self: Contextualizing mothering experiences. Canadian Jour-
nal of Counselling, 35, 157–175.
Hsu, L. K. G. (1996). Outcome of early onset anorexia nervosa: What do we know?
Journal of Youth and Adolescence, 25, 563–568.
D
ow
nl
oa
de
d 
by
 [D
ea
kin
 U
niv
ers
ity
] a
t 1
7:0
3 2
8 A
ug
us
t 2
01
1 
Parents and Anorexia 367
le Grange, D. (1999). Family therapy for adolescent anorexia nervosa. Journal of
Clinical Psychology, 55, 727–739.
Lemmon, C. R., & Josephson, A. M. (2001). Family therapy for eating disorders.
Child and Adolescent Psychiatric Clinics of North America, 10, 519–542.
Lobban, F., Barrowclough, C., & Jones, S. (2003). A review of the role of illness
models in severe mental illness. Clinical Psychology Review, 23, 171–196.
Lock, J., le Grange, D., Agras, W.S., & Dare, C. (2001). Treatment manual for anor-
exia nervosa: A family based approach. New York: Guilford.
Malson, H. (1998). The thin woman: Feminism, post-structuralism and the social
psychology of anorexia nervosa. London: Routledge.
McMaster, R., Beale, B., Hillege, S., & Nagy, S. (2004). The parent experience of eat-
ing disorders: Interactions with health professionals. International Journal of
Mental Health Nursing, 13, 67–73.
Minichiello, V., Aroni, R., Timewell, E., & Alexander, L. (1990). In-depth interview-
ing: Researching people. Melbourne: Longman Cheshire.
Moss-Morris, R., Weinman, J., Petrie, K., Horne, R., Cameron, L., & Buick, D. (2002).
The revised illness perception questionnaire (IPQ-R). Psychology and Health,
17, 1–16.
Nielsen, S., & Bara-Carril, N. (2003). Family, burden of care and social conse-
quences. In J. Treasure, U. Schmidt, & E. van Furth (Eds.), Handbook of eating
disorders  (2nd ed., pp. 191–206). Chichester, UK: John Wiley.
Perednia, C., & Vandereycken, W. (1989). An explorative study on parenting in
eating disorder families. In W. Vandereycken, E. Kog, & J. Vanderlinden (Eds.),
The family approach to eating disorders: Assessment and treatment of anorexia
nervosa and bulimia (pp. 119–146). New York-London: PMA.
Qualitative Solutions and Research Pty Ltd. (1999). QSR NVivo (Version 2.0).
Melbourne: Qualitative Solutions and Research Pty Ltd.
Ross, K., & Handy, J. A. (1997). Family perceptions of anorexia nervosa: A qualita-
tive study of two families’ histories. In G. M. Habermann (Ed.), Looking back
and moving forward: 50 years of New Zealand psychology (pp. 232–239).
Wellington: The New Zealand Psychological Society.
Sharkey-Orgnero, M. I. (1999). Anorexia nervosa: A qualitative analysis of parents’
perspectives on recovery. Eating Disorders: The Journal of Treatment and Pre-
vention, 7, 123–141.
Steinhausen, H. C. (1997). Outcome of anorexia nervosa in the younger patient.
Journal of Child Psychology and Psychiatry and Allied Disciplines, 38, 271–276.
Steinhausen, H. C. (2002). The outcome of anorexia nervosa in the 20th century.
American Journal of Psychiatry, 159, 1284–1293.
Treasure, J., Murphy, T., Szmukler, G., Todd, G., Gavan, K., & Joyce, J. (2001). The
experience of caregiving for severe mental illness: A comparison between
anorexia nervosa and psychosis. Social Psychiatry & Psychiatric Epidemiology,
36, 343–347.
Wood, D., Flower, P., & Black, D. (1998). Should parents take charge of their
child’s eating disorder? Some preliminary findings and suggestions for future
research. International Journal of Psychiatry in Clinical Practice, 2, 295–301.
D
ow
nl
oa
de
d 
by
 [D
ea
kin
 U
niv
ers
ity
] a
t 1
7:0
3 2
8 A
ug
us
t 2
01
1 
D
ow
nl
oa
de
d 
by
 [D
ea
kin
 U
niv
ers
ity
] a
t 1
7:0
3 2
8 A
ug
us
t 2
01
1 
